had perforated through the skull and produced a spontaneous decompression. The diagnosis of hiemangio-endothelioma was brought up, but because the tumour had perforated through the skull, the idea suggested itself that it must be malignant, and that the usually endotheliomatous part of the hbemangioma was sarcomatous. That was why he (Dr. Weber) had suggested that it might be a hbamangiosarcoma.
Headache Relieved by Removal of a Portion of Middle Turbinal Body.-Sir JAMES DUNDAS-GRANT, K.B.E., M.D.
A young woman medical student complained of left frontal headache from which she had suffered from time to time since childhood, especially after exposure to cold or sea-bathing; it was always accompanied by extreme stuffiness of that side of the nose. Attacks were intermittent and generally relieved by administration of veramon. In September, 1929, after patient had been camping and sea-bathing, headache occurred nearly every morning with considerable intensity. After removal of portion of left middle turbinal, pain disappeared and severe coryzal attacks ceased; patient was able to take cold baths without nasal stuffiness. This year, after summer camping and sea-bathing, the pain recurred and a further portion of the left middle turbinal was removed, with the result of complete freedom from pain. At the time of operation the insertion of a firm plug in the nose awoke the pain for the moment, suggestive of the causation. A man, aged 25, carpenter, complained of pain over left eye, of three years' duration, worst at about eleven o'clock in forenoon. Left antrum had been operated on, and on transillumination was only slightly less clear than other sinuses. Some enlargement of the middle turbinal on the right side, but on the left side a slight deflection of the septum pressed on an enlarged middle turbinated body. I removed the redundant portion of the left middle turbinal the day after I first saw the patient, and from that time he was free from his headache.
Presumably there had been catarrh of the frontal sinus and the escape of secretion had been obstructed by pressure of the middle turbinated body on the outlet. The periodical recurrence of the pain in the forenoon is rather characteristic of frontal sinus catarrh; the pain is attributable to the vacuum occasioned by the gravitation of the contained fluid some hours after the patient has assumed the vertical posture. A youtb, aged about 19, first seen September, 1930, complained of frontal headache coming on each day at 11 a.m. and lasting till about 4 p.m. He had the appearance of great suffering. There was slight tenderness over the left frontal sinus with deflection of the septum to left, coming in close contact with the left middle turbinal. Radiologist reported that nasal sinuses were less translucent on left side than on right. After submucous resection of deflected portion of septum and removal of redundant portion of left middle turbinal, pain disappeared. Patient looked a different man and subsequently reported himself free from pain.
Sir JAMES DUNDAS-GRANT, in reply to a question, said that the periodical recurrence of pain some hours after the patient had assumed the vertical posture was seen so often that the vacuum occasioned by the gravitation of the contained fluid must be one explanation of it, even if it was not the only one. Thus, the air in the sinuses was likely to be absorbed, and a vacuum thereby formed some time after rising. The fact of frontal pain coming on at the same time pointed to a frontal sinus catarrh. It was certainly an observation made frequently by many rhinologists. One young muan was about to have this operation done, but by the use of an ointment consisting of adrenalin and anesthesin, he was so much relieved that he thought he could get along without any further operation. Treatment begun June, 1930. Injections of angioxyl, two or three per week. Local irradiation of limbs with ultra-violet rays and diathermy; later, local irradiation with infra-red rays. After three months of treatment condition greatly improved; spontaneous pain disappeared. Intermittent claudication rare, occurring only on over-exertion. He even danced one evening for two hours.
Syndrome of
Condition retrogressed slightly at beginning of September, but after series of more frequent injections and treatment, patient was again quite well. No spontaneous pain; walking easily; intermittent claudication is exceptional. Oscillometric exploration (November 29, 1930) shows distinct diminution of the arterial obliteration. Oscillometric index: left leg, 3 ; left thigh, 4; right leg, 5; right thigh, 6.
Discus8ion.-Dr. S. LEVY SIMPSON said that oscillometry was of mnuch value in quantitative diagnosis, but its use as a therapeutic index was often fallacious. The amplitude of pulsation depended ilot only on the local condition of the artery, but also on the state of the general circulation at the time of examination, a factor which was obviously variable. The surface temperature was of far greater value as a therapeutic index.
Dr. PARKES WEBER said that he agreed with Dr. Cawadias that endarteritis proliferans obliterans was the condition which would most probably be found microscopically in this case, if the affected arteries could be examined. But he felt that the typical cases of thrombo-angiitis obliterans, described by Leo Buer'ger, were not quite the same. He thought that in those cases thrombosis was the main histological feature of the obliteration of the affected vessels and that proliferating endarteritis was so uncertain and so small a factor that the balance of evidence was that thrombo-angiitis obliterans (" Buerger's disease "), whether in Jews or in Gentiles was a different disease. Dr. Parkes Weber added that by "proliferating endarteritis " he meant the same pathological process as arterial atheroma and arteriosclerosis, when the endarteritis occurred in the absence of specific causes, such as syphilis.
Angioxyl could not of course be expected to have a like good effect in all cases. Dr. B. Barling had intended to bring up a case in which angioxyl had relieved the pain when tried before peri-arterial sympathectomy, but when tried again after that operation, it failed to relieve pain.
The PRESIDENT said he agreed with Dr. Levy Simpson that the miiost imlportant thing in these cases was the surface temperature. He had had a diabetic patient, with gangrene of two toes; the dorsalis pedis artery could not be felt. As the patient would not allow amputation, peri-arterial sympathectomy was carried out o01 the common femoral artery,
